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People choose behaviors that affect their health
because of a number of factors, including
social, financial, environmental, and cultural
issues. Overcoming cultural barriers and other
elements to change behavior in a specific 
population is an ongoing challenge for health
care professionals. Another is intervening to
persuade someone to change behavior when the
payoff lies in the distant future and the current
behavior has immediate rewards.

Over the past 20 years, the NHLBI has
supported multidisciplinary studies to examine
what impact interventions have on the social
and environmental factors that have a positive
influence on health behaviors or policies. On
September 25-26, 1996, more than 100 scien-
tists representing various disciplines gathered
on the NIH campus to participate in an
NHLBI-sponsored conference, “Community
Trials for Cardiopulmonary Health: Directions
for Public Health Practice, Policy, and
Research.” The conference focused on what has
been learned from two decades of interven-
tion research involving intact groups, as are
found in schools, worksites, medical
practices, religious organizations, and
entire communities. 

An understanding of the 
target population is essential 
to the effectiveness of an inter-
vention program. This includes
knowledge of how the popula-

tion has been informed or misinformed about
a particular disease. It also includes knowing
whether people are aware of the risks and
how they can minimize or increase their risk
by lifestyle choices.

Gleaning insight from
completed studies,
researchers 
at the 
conference
advised that
future inter-
ventions 
(Continued on

page 16)

Taking It to the 
Streets: Community-Based
Interventions
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THE MANAGING

EDITOR EXPLAINS THE

HEARTMEMO REDESIGN

You do not need me to tell you that
HeartMemo has changed; the evidence
is in your hands. However, a little
background about why and a little
hint about what may be helpful.

The revitalization of HeartMemo
began in 1995 with a customer satis-
faction survey. More than 1,000
HeartMemo readers responded, telling
us what they did and did not like
about the newsletter. Based on those
responses and some smoldering ideas,
the editorial board decided to imple-
ment some needed changes.

Because HeartMemo received high
marks on “overall satisfaction,” we
were careful not to fix what was not

broken. Most readers said they find
HeartMemo useful and filled with new
and reliable information. Much to our
pleasure, over half of the respondents
like HeartMemo so much that they
pass it on to an average of nine other
people and would like to see it pub-
lished more often.

HeartMemo has a “visual
voice" you will recognize 
with each issue.

Highly rated sections such as those
dealing with cholesterol, research
updates, high blood pressure, and
heart attack remain in this new ver-
sion. Respondents requested more
information on community programs

(this issue’s main feature), timely con-
ference schedules (page 21), lists of
materials available from other sources
(page 23), updates about minority
populations (page 13), funding
sources (page 26), and reproducible
information (page 25).

When responding to open-ended
questions about how to improve
HeartMemo, respondents overwhelm-
ingly mentioned the format and 
presentation. Some wanted more infor-
mation summaries and less detail, and
others wanted more indepth articles.
The consensus was to make HeartMemo
more readable—“simple and to the
point.” Respondents used a variety of
expressions to request more and better
graphics and to suggest ways to high-
light HeartMemo contents.
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THE TIE THAT BINDS

THE SOUTH
Getting recognition can be a
tricky business. Take what
happened in the southeast-
ern United States. That
part of the country is
recognized for having high
humidity, great college basket-
ball, and uncommon hospitality. All
acceptable characteristics. But almost
two decades ago, the NHLBI recog-
nized 11 States in the Southeast for
having the highest death rates from
stroke in the country—10 percent
higher than average. Forget the
humidity. Forget the basketball.
Forget the hospitality. These States—
Alabama, Arkansas, Georgia,
Indiana, Kentucky, Louisiana,
Mississippi, North Carolina, South
Carolina, Tennessee, and Virginia—
became known as the Stroke Belt.

Eleven States in the Southeast have

the highest death rates from stroke

in the country.

The NHLBI responded to the
recognition by creating a special 
initiative to lower the risk of stroke in
these States through community-based
education and prevention programs.
“The initiative was unique in many
ways,” according to Mr. Glen Bennett,
NHLBI project officer for the Stroke
Belt Initiative. 

Notably, the NHLBI’s first step
was to convene representatives from
each State to hear their assessments 

of the problem and the need. “We
realized that local health departments
know their populations better than
anyone else, and so we wanted to
help them put their ideas to work,”
explained Bennett. 

The NHLBI funding allowed
States to implement activities in four
categories: (1) problem assessment,
(2) evaluation and data analysis, (3)
educational interventions, and (4)
community organization techniques.
Most States selected one category,
but some responded to multiple cate-
gories. Pilot projects for many States
paralleled what they had described
during the initial meeting.

The NHLBI provided phase I
funding for 1-year pilot projects that
demonstrated the States’ capacity to
design and implement projects aimed
at reducing risk factors for stroke in
their communities. The funding was
directed to State health departments
because they are ultimately responsi-
ble for addressing health concerns
within the States. Phase II funding
allowed States to deliver effective
health education interventions, using
the methods and materials from the

pilot
projects.

The projects,
which lasted 2 to 3 years, were in one
of four general education/intervention
categories: (1) interventions in health
department clinics and outreach 
services, (2) church-based risk factor
intervention programs, (3) community
education and intervention programs,
or (4) public education campaigns
using the mass media. 

In spite of these and other best
efforts, stroke or cerebrovascular dis-
ease remains the third leading cause
of death in the United States. More
than half a million Americans have a
stroke each year—150,000 die as a
result. High blood pressure is an
established risk factor for stroke, and
recently cigarette smoking and obesity
have been identified as significant
risk factors.

Principal investigators and key
staff members for Stroke Belt
Initiative projects convened May 9
and 10, 1996, at Morgan State
University in Baltimore to review
their accomplishments and reflect on
lessons learned. 
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Detailed information on Stroke Belt
Initiative projects is available on the
NHLBI World Wide Web site. A self-
study quiz that allows certified health
education specialists to apply for con-
tinuing education credits is included. 

Highlights of State
Projects
Alabama used Stroke Belt Initiative
funding to improve and expand exist-
ing detection, treatment, and follow-
up interventions in health department
clinics. The State was able to improve
the quality of care and increase the
number of people receiving care by
using quality assurance (QA) audits
and a patient recruitment program
for county health department clinics
with low patient loads. The State
established clinical standards as well
as administrative/environmental
standards. QA teams visited clinics to
review patient charts for compliance.
A paid patient recruiter worked with
clinics to increase clinic usage. Health
departments offered blood pressure
monitoring, free or low-cost medication,
and patient counseling for Alabama’s
medically indigent population.

Arkansas formed planning groups
or coalitions in the State’s 10 counties
with the highest stroke mortality.
The coalitions were organized and
convened by a project coordinator who
was hired by the health department
and who planned and implemented
activities. Health fairs were the pre-
dominant sponsored activity, supple-
mented by church- or school-based
programs such as nutrition workshops
or hypertension screenings.

Georgia conducted a mass media
campaign to encourage people with
hypertension to remain on treatment.
The centerpiece of the campaign,
Strike Out Stroke (SOS), spotlighted
activities during selected Atlanta
Braves games. SOS also broadcast
public service announcements and
received live media coverage, including
features on African American gospel

and talk radio
programs.
The print
component
targeted
small, local
newspapers
by issuing
feature arti-
cles, health
reports,

human interest stories, and letters to
the editor. Georgia installed auto-
mated equipment in State office
buildings to measure blood pressure,
pulse rate, and weight. Partnered with
the Georgia Stroke Belt Consortium,
the project developed easy-to-read
materials; conducted screenings at
churches, community centers, and
State office buildings; and sponsored
SOS contests in churches. 

Indiana expanded its focus after
the pilot to include smoking cessation
in addition to hypertension control.
The project targeted low-income
populations at two health centers in
Indianapolis and their adjacent hous-
ing projects. The smoking cessation
component included community
awareness and education. Smoking
cessation participants also received
nicotine replacement patches and
behavior modification counseling. A
health educator offered individual
counseling and conducted onsite pre-
sentations and risk factor screenings.
Health educators helped patients
with high blood pressure set goals 
for lifestyle changes. The project also
developed an electronic database for
patient tracking and evaluation.

Kentucky developed a program for
public health nurses on their function
as educators and role models, as well
as obesity, smoking cessation, and
hypertension. The project also con-
ducted smoking cessation classes to
reduce the number of nursing staff
members who smoke. Nurses were
taught to give effective advice to
patients on smoking cessation. They
also led smoking cessation classes and

support groups at health departments.
Low-income smokers who attended
support groups received free nicotine
patches and followup counseling.

Louisiana focused on establishing
hypertension prevention and control
programs in African American churches.
Some churches also conducted weight
loss and smoking cessation sessions.
The project established programs in
26 churches in the New Orleans area
during phase I. Phase II was a 2-year
effort to involve churches in other
areas of the State. Consultants were
hired from the targeted communities
to recruit churches and help them
organize and establish the programs.
The project provided a 4-hour training
workshop for the health care ministry
teams established in each participating
church to plan and conduct the activ-
ities and a blood pressure measurement
course for students. Several churches
identified their best cooks, and a 
project nutritionist worked with
them to make their favorite recipes
heart healthy. The dishes were tested
at church-sponsored food events and
then published in a cookbook, Soul
Food Cooking the Heart-Healthy Way.

Mississippi conducted a stroke
education and intervention program
targeted for high-risk populations in
medically underserved counties with
an extremely
high—41
percent—
rate of
poverty
among
African
Americans. The project installed auto-
mated equipment in the courthouse
and public health clinic of each par-
ticipating county to give free blood
pressure readings. The machines dis-
played a message instructing persons
with elevated results to see a doctor
and displayed a toll-free telephone
number for those without access to
care. A project nurse answered the
calls and helped patients find care,
medication, nutrition counseling, and
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social services as needed. To augment
the automated screenings, trained
teams offered hypertension screenings
at churches, community centers, civic
organizations, health fairs, schools,
banks and other businesses, and other
community gatherings. The project
staff wrote The Angry Heart, a one-act
play for elementary school children
that promoted healthy lifestyles.

North Carolina combined a mass
media campaign with community
outreach and professional education
to address high blood pressure in

African Americans. Media representa-
tives and local community leaders
developed culturally appropriate 
educational messages. Staff members,
health care professionals, and other
volunteers were trained to give 
interviews on hypertension to local
television and radio programs and
newspapers. Community outreach
activities included the dissemination
of easy-to-read educational materials,
poster and letter-writing contests in
churches, hypertension screenings at
fast-food restaurants and convenience
stores, and risk factor reduction classes
in community centers. The project also
compiled the educational materials
developed by the project into a
resource guide to distribute to health
agencies across the State.

South Carolina focused on
African Americans because they have
more than twice the stroke mortality
rates of whites—65.4 percent versus
31.8 percent per 100,000 population.
The goal of the project was to improve
hypertension awareness, treatment, and
control while increasing the number
of community-based programs. The
project used three channels in the
community: churches, the media, and
beauty shops and barbershops. This
capacity-building project developed
training manuals to help health 
professionals and volunteers develop
stroke prevention initiatives within
each of these channels.

Tennessee targeted African
Americans in three metropolitan
counties where nearly 70 percent of all
African Americans in the State reside.
The project’s goal was to enable each
county to organize and develop stroke
education and prevention activities.
One of the three counties formed a
coalition that provided leadership 
and community involvement to the
project. The coalition also formed a
Youth Mentor Program to carry out
smoking education, prevention, and
cessation activities for adults and
youths. The State focused primarily

on recruiting African American
churches to develop and carry out
programs for their congregations on
smoking cessation, nutrition educa-
tion, and weight management. Many
church teams used creative ways to
communicate health messages to their
congregations, such as children’s letter-
writing campaigns, food-tasting events,
plays, and a youth mentor program.

Virginia formed a unique collabo-
ration between the Virginia Depart-
ment of Health (VDH) and the
Baptist General Convention of Virginia
(BGC), an association of more than
1,000 independent African American
churches in the State whose members
total more than 200,000. The VDH
and the BGC focused on three risk
factors—high blood pressure, smoking,
and obesity. The director of the BGC
health care ministry worked with vol-
unteer coordinators to recruit churches,
train volunteers, and support church
activities. The project developed
training manuals for the hypertension
component, including one for training
trainers, and an educational piece for
the congregation, Stroke Busters. The
smoking cessation and obesity com-
ponents used existing materials, 
cleverly redesigned around appropri-
ate themes, such as “Thank God I’m
Free (TGIF)” and “Taking Responsibility
in Meal Management (TRIMM).”

For more information on the
Stroke Belt Initiative, contact the
NHLBI Information Center, P.O. Box
30105, Bethesda, MD; 20824; tele-
phone (301) 251-1222. 

Lessons Learned
Working With Churches

• Patience and time are required to
organize and implement health
programs in churches.

• No best way exists to recruit
churches and sustain their
participation. 

• Support from the clergy is essential.

• The creativity of church teams to
reach their congregations should
be encouraged.

• The coordinator of a church
health care ministry or team is
critical to the motivation of the
team members.

Working in the Community

• Quality control audits can
improve the level of care for
patients with hypertension in
health department clinics.

• Patient recruitment and outreach
can increase the use of local clinics.

• Development of coalitions takes
time.

• Programs that can be integrated
into the health center’s basic
services and that gain the support
of administrators and clinicians
are likely to be sustained.

• Automated equipment can
contribute to hypertension
detection and control efforts.
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COMBATING

CONGESTIVE HEART

FAILURE
The NHLBI and the NHBPEP have
launched a number of efforts to alert
professionals and the public about the
link between uncontrolled high blood
pressure and congestive heart failure
(CHF). Creating a strong community
focus on this connection can improve
hypertension control among older
people and ultimately reduce the
number of people who lose their life
or quality of life to CHF.

High blood pressure—a significant
problem among older Americans—
is the most common cause of CHF.
Simply controlling high blood pressure
could reduce the incidence of CHF by
as much as 55 percent, based on data
from clinical trials conducted in this
country and abroad.

In March 1996, the NHBPEP
issued a “National Call to Action” to
mobilize the resources and skills of its
45 member organizations to bring
national attention to uncontrolled
high blood pressure and CHF. This
Call to Action urged members of the
NHBPEP Coordinating Committee
to work within their organizations to
develop measurable activities that have
a direct impact on patients. 

This appeal on behalf of older
Americans met with an enthusiastic
response. More than 80 percent of
the NHBPEP members signed and
returned a pledge signifying their
commitment to the effort. In the year
since the Call to Action was issued,
members have written journal and
newsletter articles, made conference
presentations, developed continuing
medical education courses, provided

television and radio interviews, and
disseminated documents on the
Internet that focus on high blood
pressure and CHF. 

Concurrently, the NHBPEP has
been developing a network of agencies
that target older Americans through
community outreach efforts. This
network currently reaches more than
4 million older Americans. Network
member organizations include the
American Association of Retired
Persons, the National Black Women’s
Health Project, the National Council
on Aging, the National Council of
Negro Women, and the Older
Women’s League. Working with
member organizations, the NHBPEP
is developing activities that focus on
reducing CHF through better control
of hypertension. 

Other efforts include a mass media
campaign focusing on the new
Healthy People 2000 goal of reducing
high blood pressure in older women.

This campaign has three components:
(1) a communication campaign that
targets older Americans, (2) an out-
reach campaign that involves
NHBPEP Coordinating Committee
members, and (3) a public and pro-
fessional awareness campaign that is
a collaborative effort of the NHLBI
and the Alliance for Aging Research.

The Communication
Campaign
This component of the campaign is
developing public service announce-
ments on hypertension control that
target older women. It has conducted
six focus groups of older women with
high blood pressure to determine the
best messages for this group. An
important discovery was that many
of the women initially indicated that
they follow their treatment plan;
however, closer questioning revealed
sporadic adherence at best. 

The National High Blood Pressure
Education Program

C H F  F A C T S A N D F I G U R E S

CHF is a growing public health
concern, affecting about 5 million
Americans—nearly 400,000 new
cases are diagnosed each year.
Deaths from stroke and heart
attack have declined significantly in
recent years, but deaths due to CHF
are steadily increasing. CHF is now
the most expensive disease in the
U.S. medicare system—primarily
due to multiple hospitalizations for
individual patients. In 1993, an esti-
mated $12 billion was spent on the
care of CHF patients. 

More than half of all Americans
ages 60 to 74 have high blood pres-
sure (140/90 mmHg or greater)
—the most common cause of CHF.
Fewer than 20 percent control their
high blood pressure, according to
the National Health and Nutrition
Examination Survey (NHANES).
Among African Americans, the
prevalence rates are even more
alarming. Almost 74 percent of
African American women and
about 71 percent of African
American men ages 60 to 74 have
high blood pressure. 
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The Outreach Campaign
NHBPEP Coordinating Committee
members are distributing information
about the need to increase high blood
pressure awareness among older
women. The NHLBI is contacting
radio, television, and print media in
the communities of coordinating
committee members to set up press
interviews. Members received mass
media training to prepare for these
interviews and future contacts with
the press. Coordinating committee

members will also serve as speakers 
at local conferences, workshops, and
other pertinent health promotion
events. 

Collaborating With the
Alliance for Aging
Research
The Alliance for Aging Research and
the NHLBI formed a partnership to
launch a new public and professional
campaign, “You Have What It Takes

To Control High Blood Pressure,” to
improve the prevention and control
of high blood pressure. The program
complements the ongoing NHBPEP
mass media campaign, begins the 
celebration of the 25th anniversary 
of the NHBPEP, and responds to the
National Call to Action to focus
attention on the increasing incidence
of CHF due to uncontrolled high
blood pressure.

Recognizing the need for a con-
certed effort to treat hypertension
effectively, educational materials have
been developed for the campaign.
Hoechst Marion Roussel, Inc., a
pharmaceutical research company,
has provided an unrestricted grant to
support a part of the campaign that
focuses on aggressive prevention and
treatment of hypertension in older
Americans, especially women. 

Controlling High Blood Pressure: A
Woman’s Guide, a consumer brochure,
presents the message that hyperten-
sion is a serious health problem,
which women and their doctors have
the power to prevent and control.
Copies of the brochure are available
from the NHLBI Information Center
(see page 26 for more information)
and from the Alliance for Aging
Research, 2021 K Street, NW,
Washington, DC 20006.

As a part of the campaign, a 
clinical guide is being developed for
primary care physicians and other
health professionals. It will be mailed
to 240,000 health care providers and
is free through the Alliance. The
guide stresses the importance and
safety of lowering high blood pressure
in older people to target levels and
discusses treatment options. It also
offers practical ways to deal with
obstacles such as changing lifestyles
and patient adherence to medication
regimens.

In addition, the campaign is devel-
oping a World Wide Web site on high
blood pressure and older people that

Heart failure does not mean that
the heart stops. It means that the
heart is failing to pump blood as it
should and, therefore, is also failing
to deliver enough oxygen to the
body’s cells. This inability to pump
blood effectively is caused by 
damage to the heart muscle. The
damage can result from a heart
attack, uncontrolled high blood
pressure, atherosclerosis (arteries
that are blocked or partially
blocked by cholesterol deposits),
valve deformities, or lung disease. 

When the heart is not pumping
properly, blood backs up in the
lungs (which makes breathing 
difficult) or gathers in the veins
that lead back to the heart (which
causes severe swelling). This results
in a number of symptoms, which
may include:

■ Fatigue and weakness;

■ Shortness of breath;

■ A dry, hacking cough or wheezing;

■ Swelling, especially in the legs

and ankles;

■ Rapid weight gain from fluid

retention;

■ Abdominal tenderness and

bloating; and

■ Inability to sleep in a prone

position.

Unfortunately, the prognosis for
patients with CHF is not favorable.
As symptoms become more pro-
nounced, patients tend to lose their
mobility and their quality of life
steadily declines. Most patients are
hospitalized several times, and only
half survive more than 5 years fol-
lowing a definitive diagnosis of CHF.
Eventually, oxygen deprivation or
pressure from the swelling damages
vital organs, including the heart. A
common consequence of CHF is 
sudden cardiac death, which occurs
five times more often among 
these patients than in the general
population.

Although the NHLBI is conducting
research studies to develop better
medications, devices, and surgical
techniques to treat CHF, prevention—
particularly through hypertension
control—is still the best weapon
against this devastating disease.

H E A R T  F A I L U R E  1 0 1
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will be launched during the summer
of 1997. This site will include the con-
sumer brochure, tips on nutrition and
lifestyle changes, and hyperlinks to
the NHLBI home page, the
American Heart Association, and
other relevant organizations. 

The NHBPEP invites HeartMemo
readers to join its efforts to spread the
word about the link between high
blood pressure and CHF. “Pooling
our ideas and resources,” emphasizes
NHBLI director Dr. Claude Lenfant,
“makes it far more likely that we can
effect a substantial change in the
impact of congestive heart failure
among our rapidly expanding older
population.” 

Organizations that are interested
in receiving more information should
write to the NHLBI Information
Center, P.O. Box 30105, Bethesda,
MD 20824-0105. 

NHBPEP TO

CELEBRATE 25 YEARS

OF PROGRESS AND

CHALLENGES

Almost 1 million Americans were
dying each year from stroke and
heart disease when the NHBPEP was
mandated by an act of Congress in
1972. Dr. Elliott Richardson, Secretary
of the Department of Health, Educa-
tion, and Welfare at the time, called
on the NHLBI to develop strategies
to address this national tragedy. The
strategies focused on aggressive
research agendas and an education
program to translate and provide
research findings to those in the 
medical community most able to
make progress against diseases of the
heart. At the same time, the 1public
became the focus of an equally aggres-
sive national campaign to increase
awareness and treatment of high
blood pressure.

During the first decade of the
NHBPEP, the first national treatment
guidelines, which were based on the
most current clinical trial data, were
developed by the Joint National
Committee on the Detection, Evalu-
ation, and Treatment of High Blood
Pressure and released. Concurrently,
the NHBPEP began developing a
broad compendium of community-
based activities designed to raise 
public awareness of high blood pres-
sure that included the screening of
millions of Americans in communities,
worksites, and health clinics. Clinical
trials and observational studies began
in concert with the public information
campaign.

By the end of the second decade of

the NHBPEP in 1992, 

mortality and morbidity 

rates had decreased by 

50 to 60 percent. 

By the mid-1980s, progress was
apparent as mortality rates for stroke
and coronary heart disease began to
decline, dropping more than 30 per-
cent by 1985. National surveys
showed a corresponding increase in
the number of persons aware of the
consequences of high blood pressure,
those able to define high blood pres-
sure, and those treated for high blood
pressure. Adding to the focus on 
prevention and treatment, State depart-
ments of health established their own
cardiovascular disease education pro-
grams and initiatives.

Data from national observation
studies and clinical trial results began
to reveal segments of the populations
at increased risk for cardiovascular
diseases. This information was used
by the NHBPEP in developing
strategies to target special populations
and regions of the United States

where progress against high blood
pressure had been slow. The creation
of the Stroke Belt Initiative targeted
Americans in the Southeast who had
mortality rates above those of the
population at large. Working group
reports focused attention on groups
for whom treatment benefits could
further decrease deaths and morbidity
from stroke and coronary heart 
disease such as older Americans, 
people with diabetes and chronic
renal diseases, children, and adoles-
cents. Clinical trials and community
studies concluded that a population-
wide primary prevention strategy
would benefit a large group of indi-
viduals likely to develop high blood
pressure as the population ages. By
the end of the second decade of the
NHBPEP in 1992, mortality and
morbidity rates had decreased by 
50 to 60 percent.

However, data pointed to the
challenges for the next decade. The
pace of improvement in mortality
rates was slowing, and although more
patients were controlling their blood
pressure to less than 140/90 mmHg,
more than 30 million people with
hypertension were unable to meet
this goal. In addition, changes in the
health care system needed to be con-
sidered in developing strategies for
public health that were consistent
with the goal of increasing awareness,
treatment, and control of high blood
pressure. The nineties have seen the
development of strategies to address
these concerns. 

The NHBPEP celebrates 25 years
of progress and challenges in 1997
with the science base it created over
the past quarter-decade clearly trans-
lated into programs that improve the
health of the public. Almost everyone
knows the consequences of high
blood pressure and has his or her
blood pressure measured each year.
Proven prevention strategies and
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treatment options exist for those
with high blood pressure, and
research is under way to address
many of the remaining unan-
swered questions. However, too
many people with high blood
pressure are not controlling it to
below 140/90 mmHg; too many
Americans are without access to
care; and in spite of the millions of
people prevented from having
strokes and heart attacks in the
last quarter-century, more than
400,000 Americans die each year
from these diseases. The 
challenges for the next millennium
are clear.

Help the NHBPEP celebrate
25 years of progress and challenges
by recommitting to the fight
against heart disease and stroke.
Planning community prevention,
awareness, and educational activi-
ties throughout 1997 can make a
difference in your area. The
NHBPEP is looking forward to
meeting the challenges of the
future and depends on the 
thousands of community health
organizations, clinicians, and 
public health educators to create
the environment for continued
progress and to meet these chal-
lenges. This is a partnership that
has touched and will continue to
touch all Americans. 

The National Cholesterol
Education Program
NCEP INVOLVED IN A

PBS SPECIAL

“Cholesterol: The Killer Within,” a
groundbreaking hourlong public televi-
sion special developed in conjunction
with the NCEP, won a “Freddie” award
at the 1996 International Health and
Medical Film competition. The pro-
gram, which was produced by Medical
Communication Resources, Inc., began
airing last September—first in Los
Angeles on KCET, then across the
country.

Program host Mike Farrell of
“M*A*S*H” invites viewers to join him
as he unravels the mysteries of choles-
terol and explains new scientific develop-
ments that have made the treatment of
high blood cholesterol a high priority. 

“Cholesterol: The Killer Within”
offers the “latest information that we
have about the benefits of lowering
cholesterol with diet, exercise, and
medication,” says NCEP coordinator
Dr. James I. Cleeman. “It presents the
positive message that heart disease can
be controlled and prevented, in clear,
take-action terms.”

Unlike many other medical programs,
“Cholesterol: The Killer Within” is an
intriguing detective story, tracking the
trail of this silent killer. The investigative
report profiles likely victims and system-
atically reveals the primary culprit: high
cholesterol. Real-life survivors from
around the world reveal personal stories
about their successful battles with 
cholesterol and heart disease. Viewers
are motivated to take control of their
own cholesterol.

State-of-the-art graphics give viewers
an inside look at human arteries and how
cholesterol attacks—forming plaque

that causes arteries to become narrow,
hardened, and less able to carry blood
throughout the body.

Although the program deals with a
very serious subject, it provides the 
positive message that lowering choles-
terol contributes to a longer, healthier
life. Viewers learn the importance of
knowing their cholesterol levels and are
given strategies for controlling high
cholesterol and heart disease.

During the broadcasts, patient advo-
cacy and medical groups around the
country hosted viewing events in their
communities to encourage viewers to
take action against cholesterol. Viewers
were told how to get free information
developed by the NCEP on managing
high cholesterol and heart disease,
including a new patient education
booklet, Live Healthier, Live Longer—
Lowering Cholesterol for the Person With
Heart Disease (NIH Publication No. 
96-3805). This booklet is available from
the NHLBI Information Center.

The special program will likely run
again in 1997, particularly during
National Cholesterol Education Month,
and the video is available to community
groups for educational programs.

Scientists spent nearly five decades
uncovering the mysterious link between
cholesterol and heart disease. Today,
physicians know that elevated cholesterol
can drastically shorten lives—contributing
to more than 500,000 deaths from heart
disease each year, showing no gender
discrimination.

“Cholesterol: The Killer Within” aims
to show the dangers of high cholesterol
and, more importantly, to show viewers
how effective prevention and manage-
ment can be.
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Recent studies have proven that
lowering cholesterol with diet, exercise,
and medication can prevent heart
attacks and even save lives in people
at high risk for heart disease. Experts
say that nearly all of the estimated 13
million Americans with heart disease
would benefit from treatment for high
cholesterol. Yet only 30 percent are on
a cholesterol-lowering diet, and only
25 percent are receiving cholesterol-
lowering medicine.

Millions of Americans who do not
have heart disease and who should
also be taking measures to lower their
cholesterol to potentially prevent
heart attacks are not doing so. 

NHANES III SHOWS

CHOLESTEROL LEVELS

TAKING A PLUNGE

Data from the third National Health
and Nutrition Examination Survey
(NHANES III), conducted by the
National Center for Health Statistics

of the Centers for Disease Control and
Prevention (CDC) from 1988 to 1994,
show that average cholesterol levels
have dropped from 213 mg/dL in
1976-80 to 203 mg/dL in 1988-94. 

Comparison of data collected in
the four national health surveys con-
ducted between 1960 and 1994 shows
a significant decline in mean serum
total cholesterol levels in adult men
and women over the past 30 years.
More than half the decrease in choles-
terol levels has occurred since 1978,
and levels continue to decrease. The
average cholesterol value for men is
now at 200 mg/dL. In addition, there
has been a corresponding decline in
the proportion of adults with high
blood cholesterol levels (240 mg/dL
or greater). In fact, one goal for the
year 2000—to reduce the prevalence
of high blood cholesterol to no more
than 20 percent in adults—essentially
has been achieved.

The population and high-risk 
educational messages from the NCEP

have undoubtedly played a significant
role in this healthful trend. Cholesterol
Awareness Surveys conducted by the
NHLBI from 1983 to 1995 have
shown that the cholesterol-related
knowledge, attitudes, and practices 
of professionals and the public 
have improved markedly. Important
changes have also taken place in the
dietary habits of the U.S. population,
especially changes in the intakes of
saturated fat, total fat, and dietary
cholesterol as seen in the NHANES
results. Consumption of saturated fat
has declined from 13 percent of total
calories to 11 percent, and there has
also been a decrease in total fat and
cholesterol intake, accompanied by an
increase in polyunsaturated fat intake.

Full data sets from the NHANES
III will be available on CD-ROM.
Plans are already under way for the
NHANES IV to begin in late 1998.

The National Heart Attack 
Alert Program
NHAAP
TECHNOLOGIES

WORKING GROUP

REPORT PUBLISHED
An NHAAP working group report
on diagnostic technologies used in
emergency departments to identify
patients with acute cardiac ischemia
(ACI), including acute myocardial
infarction (AMI) and unstable angina
pectoris, appears in the January 1997
issue of Annals of Emergency Medicine.
The report reviews the extent to
which research-based data exist to
support the effectiveness of a variety
of technologies in the emergency
department.

Clinical recommendations are an
essential part of this comprehensive
review, which was written by the
NHAAP Working Group on Evalua-
tion of Technologies for Identifying
Acute Cardiac Ischemia in the
Emergency Department.

The ideal time for 
administration of therapy is
within 1 hour of the onset of the
patient's symptoms.

The report, “An Evaluation of
Technologies for Identifying Acute
Cardiac Ischemia in the Emergency

Department,” is important to the
NHAAP’s identification of barriers to
the rapid identification of ACI in the
hospital setting.

Large randomized studies have
demonstrated the advantage of early
administration of thrombolytic therapy,
or “clot-busting” drugs. Early admin-
istration of clot-busting drugs halts
the progression of a heart attack that
is in progress. For best results, the
ideal time for administration of therapy
is within 1 hour of the onset of the
patient’s symptoms.

The report concludes that research
is greatly lacking on the diagnostic
performance and clinical impact of
technologies used for the emergency
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evaluation of the most common cause
of death in our country. Further diag-
nostic trials that address the accuracy
and impact of these technologies are
critical to the NHAAP’s mission to
improve the speed and effectiveness of
care for emergency cardiac patients.

Roughly 5 million Americans go
to emergency departments with 
chest pain each year; those who are
unnecessarily admitted cost almost
$3 billion a year, but approximately
20,000 patients are inappropriately
sent home.

NHAAP 5-YEAR

ANNIVERSARY
Marking the fifth anniversary of the
NHAAP Coordinating Committee,
members and advisors gathered for a
retreat at the Turf Valley Resort in
Ellicott City, Maryland, last June to
review the progress of the first 5 years
and to examine the direction of the
program.

Program accomplishments were
noted by committee members as con-
siderable, particularly with regard to
decreasing the time to treatment for
patients with AMI in hospital emer-
gency departments. Yet, the committee
acknowledged that more work remains
to be done to reduce morbidity and
mortality from AMI, notably in terms
of educating the public.

The coordinating committee rec-
ommended that the NHAAP focus
on several areas over the next 5 years,
including the following:

• Evidence-based evaluation of diag-
nostic technologies and strategies
(including non-ST segment AMI); 

• Education that targets health care
professionals, high-risk patients,
non-AMI chest pain patients, and
patients/bystanders);

• New information technologies;
and 

• Health care system planning (to
encompass the community and
managed care entities). 

During the retreat, NHAAP
Coordinating Committee members
also considered their own organiza-
tional structure and procedures and
examined the roles and relationships
that their organizations have with the
program. For its part, the NHAAP
believes that a cohesive partnership
with member organizations is vital 
to its mission as it disseminates 
information and educates health care
professionals regarding early inter-
vention and treatment of patients 

experiencing a heart attack or symp-
toms of acute cardiac ischemia.

A special presentation was made 
in conjunction with the distribution
of a “Progress Review at 5 Years.”
This report chronicles the activities
and milestones of the NHAAP and
the efforts of the coordinating com-
mittee organizations (see box above).
Private industry and Government liai-
son agencies, as well as the coordinat-
ing committee member organizations,
were recognized for their support in
spreading the NHAAP’s message. 

• Professional education was the
NHAAP’s priority during the
program’s first 5 years.

• The NHAAP developed five reports
that were published in professional
journals and as Government
Printing Office documents. 

• Approximately 10 journal 
articles have been published based
on these reports, as well as more
than 20 newsletter articles and
numerous other references in
textbooks and other educational
publications.

• More than 75,000 copies of these
reports have been mailed to health
care professionals.

• Coordinating committee members
have made more than 25 presenta-
tions at conferences and seminars
concerning the NHAAP and its
recommendations.

• Data from the National Registry of
Myocardial Infarction also show
that the median time from when a
person enters the emergency depart-
ment to the time of treatment with
thrombolytic therapy was reduced
by one-third (from 60 minutes to
39 minutes) between the first half of
1992 and the last half of 1995.

• In cooperation with the NHAAP,
the Joint Commission on Accredi-
tation of Healthcare Organizations
(JCAHO) added a “time to
thrombolytic therapy” variable to
the cardiovascular-related data that
are collected. These data are part of a
measurement system that will assist
emergency departments in identi-
fying and correcting problems of
treatment delay.

• The number of early defibrillation
programs for emergency medical
technicians (EMTs) increased from
1,409 programs in 1990 to 5,716
programs in 1995; beginning in
1995, defibrillation was included as
a basic skill in the EMT curriculum.

• The percentage of the population
covered by 9-1-1 increased from 75
percent in 1993 to 86 percent in 1996.

• The NHAAP encouraged and
fostered the development of the
Rapid Early Access for Coronary
Treatment (REACT) research
program. This NHLBI study will
investigate the impact of a broad-
scale public education and community
intervention campaign on early access
to care and treatment of patients
with symptoms and signs of a heart
attack. The intervention phase of
the study is currently in progress.

H I G H L I G H T S O F T H E P A S T 5  Y E A R S
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The NHLBI Obesity Education
Initiative
EXPERT PANEL WORKS

WITH COCHRANE

COLLABORATION

In 1995 the Expert Panel on the
Identification, Evaluation, and
Treatment of Obesity in Adults was
established to develop clinical guide-
lines on obesity. It was the first panel
convened under new NHLBI directives
that expert panels consider an evidence-
based approach to the development of
guidelines. The panel has followed this
approach, which required methodolog-
ical components including development
of an evidence model that illustrates
the various evidence topics, which are
then reviewed by the panel; extensive
MEDLINE literature reviews, which
were conducted with the assistance of
the National Library of Medicine and
the National Center for Health Services
Research; development of materials to
abstract pertinent literature; develop-
ment of databases to accommodate the
literature searches and data abstraction;
and development of evidence tables
and criteria to judge the evidence. 

The MEDLINE search provided
over 41,000 titles pertinent to the
topic, of which 374 were randomized
controlled trials meeting the panel’s
criteria for review.

Assisting the panel in the develop-
ment of the evidence-based approach
is Dr. David Schriger, UCLA School of
Medicine, and Dr. Elaine Chiquette,
San Antonio Center of the Cochrane
Collaboration. The Cochrane Collabo-
ration is a 3-year-old international
organization whose mission is to 
prepare, maintain, and disseminate
systematic reviews and meta-analyses
of health care interventions. The 
collaboration accomplishes its goals
by organizing review groups around a

disease entity; the groups are com-
posed of experts from around the world.

There are 12 Cochrane Centers
around the world that help facilitate
the establishment of review groups and
train people to do systematic reviews.
The San Antonio Center provides
advice on multiple aspects of system-
atic reviews, including searching and
selecting materials, abstracting mate-
rial, critiquing material methodologi-
cally, organizing material into summary
evidence tables, and performing
meta-analyses.

The panel meets again in June 1997
and expects to complete its work by
February 1998. A summary of activities
will appear in a future HeartMemo. 

CHPP PARTNERS WITH

NRPA 
As part of its effort to encourage heart-
healthy behaviors among children and
their families, the Cardiovascular
Heath Promotion Project (CHPP) 
has formed a strategic alliance with
the National Recreation and Park
Association (NRPA). The CHPP is a
major NHLBI initiative to protect the
cardiovascular health of American
children. The NRPA is an association
of 50 State affiliates and 23,000 
professionals throughout the United
States. This alliance builds on the
strengths each brings to the partner-
ship. One of the major missions of
the NRPA is to be an advocate for
health and wellness in local commu-
nities and to develop alliances with
health organizations. The relationship
between the CHPP and the NHLBI
helps achieve that mission. For its
part, the CHPP can draw on the
knowledge and resources of NHLBI-
funded research but does not have a

presence in local communities. The
alliance allows both the CHPP and the
NRPA to extend their influence into
areas that neither could reach alone.
A TV PSA campaign and an outreach
to elementary school teachers illustrate

the potency of the strategic
alliance.

The TV PSAs, which
encourage young people
and their families to

become and stay physi-
cally active, feature
Jonathan Taylor
Thomas, the popular
young star of television’s
“Home Improvement.”
Taylor, highly regarded

by the target audience—America’s
young people—volunteered his time
to create the PSAs in which he talks
to children about the importance of
physical activity.

A unique aspect of the campaign
is that these PSAs are more than just
a message: They are a blueprint for
community involvement. One of the
30-second PSAs has a 10-second blank
“trailer” at the end. Public service
directors at TV stations across the
country are being encouraged to use
the PSA to sponsor special physical
activity events for children and their
families in conjunction with the local
recreation and parks organization. The
TV stations can offer the 10-second
trailer to service and retail companies
or community organizations that will
support the special event. Stations can
be the catalyst to get children, their
families, and even entire communities
involved in physical activity.

“Jump Start” is another aspect of
the CHPP alliance with the NRPA.
The NHLBI and the NRPA have
joined with Scholastic magazine for a



project that gives elementary school
teachers heart-healthy information,
particularly to encourage physical
activity. Materials from NHLBI-funded
programs such as CATCH and
SPARK (see below) give teachers a
variety of ways to include physical
activity components into their lan-
guage arts, social studies, and science
classes. A mailing to introduce the
program is being sent out to teachers
this spring, and in the fall, a teacher’s
guide will be provided to more than
30,000 grade school teachers
throughout the country. Teachers will
also receive ample supplies of “back-
pack stuffers”—information on
developing lifelong heart-healthy
behaviors—to give their students.

Another aspect of this alliance is the
integration of NHLBI health infor-
mation into an NRPA program called
Active Living/Healthy Lifestyles, which
encourages Americans to increase
their level of physical activity. Over the
next year, a series of program guides
containing heart health information
will be distributed to more than 4,500
managers in 800 NRPA agencies
throughout the country. The managers
will use these guides to create commu-
nity programs, many of which will
focus on health and physical activity. 

In other program activity, the
CHPP team is currently marketing
two NHLBI-supported school-based

projects, the Child and
Adolescent Trial for

Cardiovascular
Health

(CATCH)

and Project
SPARK (Sports,
Play, and Active
Recreation for
Kids) to teachers
and school adminis-
trators.

Gleaned from more than 10 years of
research, the NHLBI has repackaged

and is selling (at cost) the materials
used in the CATCH program. This
multisite study demonstrated the
effectiveness of school health educa-
tion for motivating heart-healthy
behavior. The materials include class-
room curricula for the third, fourth,
and fifth grades; take-home activities;
a physical education curriculum; and
a guide for food service supervisors to
decrease the dietary fat and sodium
in school cafeteria meals.

Project SPARK has materials
available for teaching kids in kinder-
garten through sixth grade about the
importance of an active lifestyle.
SPARK physical education is inclusive,
noncompetitive, non-gender-specific,
active, and fun for both students and
teachers.

CATCH and SPARK marketing
fliers are being distributed nation-
wide to schools and State and district
education supervisors. The Texas
Diabetes Council/Texas Department
of Health is taking the lead by part-
nering with the University of Texas
CATCH site and other professional
organizations to purchase 400 sets of
CATCH materials for distribution to
interested schools in Texas. The health
department is underwriting the costs
of the materials and providing them
to interested schools in Texas. 

Several associations are considering
offering CATCH materials by includ-
ing the materials in their catalogs and
advertising them in their publications.
These include the American School
Health Association and the American
School Food Service Association. The

National Education Association is
hoping to distribute the CATCH 

curriculum in two school dis-
tricts and provide teacher
training.

The Cardiovascular Health
Promotion Project is succeeding in

its mission to teach children an impor-
tant lifestyle lesson before they
become adults—heart-healthy behav-
iors can be fun and easy to learn. 

Minority
Populations
SALUD PARA SU

CORAZÓN UPDATE
Heart disease is the leading cause of
death for Hispanic Americans, as it is
for all Americans. But for Hispanic
Americans, it is a threat that is espe-
cially hard to fight.

The reasons for this are varied.
Compared with other Americans, 
more Hispanics do not have access to
routine health care, including pre-
ventive and primary care. More live
below the poverty line, and more lack
health insurance. Further, many
Hispanics are cut off from most 
public health messages because they
do not speak English.

As a consequence, Hispanics are
largely unaware of how to protect
their heart health by lifestyle modifica-
tions and monitoring risk factors such
as high blood cholesterol and high
blood pressure.

In 1994, the NHLBI launched a
special initiative to improve the heart
health of the Latino community in the
metropolitan Washington, DC, area.
Called Salud para su Corazón, the
project is designed to raise awareness
in the Latino community about the
prevention of cardiovascular disease.
The implementation phase of the
project is almost complete. Many 
different strategies are being used to
get the message out:

Radio
Dr. Elmer Huerta’s radio program
“Cuidando Su Salud” (Taking Care of
Your Health) carried the “A Month of
Prevention Against Heart Disease”
series during September 1996 and
March 1997. Listeners were given a
telephone number to call to receive
eight easy-to-read booklets and a
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cookbook. Spanish-speaking opera-
tors responded to the calls. During
the 4-week period following the air-
ing of the series, 1,200 calls were
received. To assist in project evalua-
tion, a sample of the callers respond-
ed to a telephone survey.

Television
The television program “Línea
Directa” (Direct Line), which is
broadcast on the Spanish-language
television network on channel 48,
showed the video “Por Amor al
Corazón” (For the Love of Your
Heart) during October 1996 and
February and March 1997. This video
has been presented to community
groups with a great deal of success.

Newspapers
Several local Spanish-language 
newspapers published selected
recipes from the Delicious Heart-
Healthy Latino Recipes cookbook.

Printed Materials
From September 1996 through
March 1997, 9,000 sets of the eight
easy-to-read bilingual booklets and
2,000 recipe books were distributed.

Health Fairs
The Salud para su Corazón project
has been featured in several local
health fairs where the project’s mate-
rials have been distributed.

Charlas
Churches, clinics, and
community-based
organizations served
as sites for 18 charlas
(group discussions)
about heart health
from January
through April 1997.
Charlas include the
video “Por Amor al
Corazón,” a question-
and-answer period
that is moderated by
a health professional,

a blood pressure screening, and dis-
tribution of Salud para su Corazón
educational materials. To assist in
project evaluation, 12 charlas were
evaluated and a sample of the partici-
pants responded to a telephone survey.

The project has proved effective
and popular and is expected to be
repeated elsewhere to improve the
heart health of other Latino commu-
nities across the United States. 

The National Center on Sleep
Disorders Research
SLEEP AND THE HEART

Sleep disorders are now recognized 
as a serious public health problem,
and mounting evidence suggests that
sleep-disordered breathing may be
related to an increased risk for cardio-
vascular diseases. 

To assess this relationship, the
NHLBI has funded—through its
National Center on Sleep Disorders
Research (NCSDR)—a 5-year multi-
center study to determine the influence

of sleep-disordered breathing on 
cardiovascular health. 

The NCSDR brings a clear 
organizational focus to the Federal
Government’s longstanding effort to
combat sleep disorders and works
closely with private, public, and non-
profit groups. It was established within
the NHLBI in 1993 by President
Clinton, following the issuance of a
report to Congress, Wake Up America:
A National Sleep Alert, that identified
sleep problems as a public health crisis.

The Center is responsible for sup-
porting research and training; 
disseminating research findings to
health care professionals, patients,
and the public; and coordinating
sleep research for the NIH and the
Federal Government.

One of the Center’s first educational
activities was to convene a working
group of primary care physicians and
experts on sleep apnea to create an
educational program for primary 
care physicians. A mass media public
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education program followed. Radio,
television, and print public service
announcements were developed, based
on focus group research and other
scientific evidence. These were sent 
to 6,000 radio stations as well as to
all commercial and cable television
stations in the country. 

With the help of the American
Sleep Disorders Association, materials
were also distributed to all accredited
sleep centers in the United States,
with encouragement that they make
them available to their local media.

The mass media campaign has had
2 successful years, and another wave
of events is planned for 1997.

The Problem With Sleep
About 40 million Americans—men
and women of every age, race, and
socioeconomic class—experience an
intermittent or chronic sleep-related
problem, and most cases go undiag-
nosed and untreated. Although
increasing numbers of people realize
that sleep disorders contribute to
daytime sleepiness, poor performance,
impaired thinking, and automobile
accidents, few people are aware that
sleep-disordered breathing may affect
the heart.

A number of adverse cardiovascular
effects may be attributed to sleep
apnea, which is characterized by
chronic, loud snoring and interrupted
breathing during sleep. In a given
night, the number of breathing 
pauses may be as high as 20 to 30 or
more per hour.

Each time this happens, the oxygen
levels in the blood decrease, the heart
pumps harder (raising blood pressure),
and the muscles that control breath-
ing struggle to restore airflow. People
with sleep apnea gasp and jerk to
breathe, but few awaken fully or
remember the dozen or more episodes
that may happen during the night.

The increased risk of cardiovascular
events shortly after awakening has
been linked to a rise in sympathetic
nervous activity—the nervous system
that controls the heart—associated
with arousal, as occurs frequently
throughout the night with sleep apnea.

Sleep Apnea and the
Sleep Heart Health Study
To evaluate sleep apnea as a potential
risk factor for cardiovascular disease,
participants have been recruited since
the summer of 1996 for an NHLBI-
funded study, the Sleep Heart Health
Study (SHHS).

In a given night, the number 
of breathing pauses may be 
as high as 20 to 30 or more 
per hour. 

One obvious design for a study
like this, which evaluates the effects of
sleep apnea on cardiovascular disease,
might be one where a group of
patients who have not experienced
cardiovascular disease are recruited and
observed for a number of years.
However, such a study would be
expensive and delay access to urgently
needed information. Consequently,
the SHHS draws on populations in
existing, well-defined cardiovascular
studies and adds assessments of sleep
activities to scheduled data collection.

The montage of assessments
includes heart rate, chest wall and
abdominal movement, nasal/oral 
airflow, blood oxygen levels, body
position, muscle movement, and
brain activity. In-home, overnight
physiological monitoring during sleep
is complemented by a questionnaire.

Six centers and a data coordinating
center were selected to participate in

the SHHS, including a component
from the Framingham Heart Study in
Massachusetts. Sites are located at
University of Arizona, Boston Uni-
versity, University of California at
Davis/University of Pittsburgh, Johns
Hopkins University, University of
Minnesota, New York University/
Cornell University, and University of
Washington/Case Western Reserve
University. Each center has a field site,
distinguished by a different geograph-
ic location or a different subject popu-
lation. For instance, the Framingham
study is a field site for Boston University.
Subjects from the Strong Heart Study
constitute field sites for Arizona.

The SHHS will provide new infor-
mation on patterns of sleep and sleep
apnea. Longitudinal analyses will
determine to what degree sleep apnea
contributes to cardiovascular disease
and stroke. Data analysis is scheduled
to begin in 1998, and information
gathered will be the basis for public
health policy, potentially allowing
identification of high-risk populations.

Information on the National
Center on Sleep Disorders Research
can be obtained from the NHLBI
Information Center. 
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should concentrate on vulnerable
populations such as those who are not
well educated or who have lower
incomes. 

They urged that intervention 
studies continue moving from disease
prevention to health promotion
because people are concerned more
with the quality of life than with
morbidity and mortality.

Large community trials, such as
the Stanford Five-City Project, the
Minnesota Heart Health Program,
and the Pawtucket Heart Health
Program, suggest that future inter-
ventions should be informed more by
findings from population-based stud-
ies. Factors to consider include the
following:

• Population differences—e.g., low
rates of disease in some counties
and high rates in others;

• Time trends—e.g., changes over
generations as evidence of cultural
influences;

• Migrants—e.g., age at which 
certain populations migrated and
their social and cultural roles;

• Risk factors—e.g., differences
among populations; and

• Complementary strategies—e.g.,
the need to have both population
and high-risk strategies.

New Directions Based on
Lessons Learned
School Settings
Schools are a valuable setting for inter-
ventions because they reach 95 per-
cent of children and adolescents and
provide a link to parents. Health top-
ics can become a part of the curricu-
lum and can benefit from built-in
teacher/peer reinforcement. Schools 

are also natural settings to observe
and influence important behaviors of
children and adolescents because
many of them eat one or two meals
there and usually exercise during gym
classes and recess.

Data from 15 school-based inter-
vention studies showed positive
effects from short-term interventions.
Behavioral and cognitive outcomes
showed more effect than physiologi-
cal outcomes, and interventions with
multiple components showed more
effect than single-component programs.

School-based prevention programs
can make substantial contributions to
improving the health knowledge,
behaviors, and risk factors of children
and adolescents. These interventions
can be enhanced by refining their
content, improving their implemen-
tation, and incorporating them into
the existing health and educational
systems and policies of the school.

Worksites
Worksite-based interventions can
offer excellent benefits to both
employees and their companies. For
example, they can have positive
effects on employee recruitment,
retention, and absenteeism. Employers
and employees are mutual beneficia-
ries of health programs that increase
employee morale and enhance pro-
ductivity and performance. Worksite
interventions encounter logistical
problems, such as employee turnover
and company mergers. 

Previous studies provide cautious
optimism about the effectiveness of
worksite programs. To date, intense
cardiovascular risk reduction counseling
for high-risk employees has produced
the best results. Low-intensity, short
programs to increase awareness of
cardiovascular risks in entire employee
populations have not consistently
achieved desired outcomes.

Managed care presents 
exciting potential for worksite
programs.

Managed care, which is calling upon
the health care industry to keep
workers healthy to reduce health care
costs, presents exciting potential for
worksite programs. 

Health Care Settings
How providers interact with their
patients (practice behaviors) must be
considered in health care interventions.
The effectiveness of their actions and
the factors that affect what they do, as
well as patients’ behaviors, must also
be considered.

The education and training that
providers give need to be combined
with enabling strategies (e.g., office
reminders), reinforcing strategies
(e.g., feedback), and predisposing
strategies (e.g., practice guidelines).
Studies show that providers rarely
implement all steps of an intervention
program because of limited time or
complex patient profiles. 

Strategies for successful programs
in health care settings include enlisting
all office staff (physicians and other
health professionals) to reinforce mes-
sages. Face-to-face counseling and
multiple clinic visits help to reinforce
and support changes in patients’
behaviors. 

Religious Organizations
Religious organizations are exceptional
avenues for health care interventions
because they have existing social 
support structures that are especially
effective with hard-to-reach popula-
tions. These organizations can be
helpful in recruiting and maintaining
participants and serving as sites for
intervention activities. Members can
also be trained to deliver programs.

Community-Based Interventions
(continued from page 1)
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Religious organizations are poten-
tially valuable channels with many
advantages for public health partner-
ships. Programs with successful out-
comes for practitioners, researchers, and
clergy will encourage the patience,
commitment, and sharing of resources
that are required to identify more
productive ways of working together.

Communities
Entire communities are an important
focus for cardiovascular disease 
prevention interventions because
behavior is shaped by the social and
environmental factors in which people
live. Results of community-based
intervention studies have been mixed.
Early studies showed that prevention
interventions have population-wide
effects on cardiovascular disease risk
factors. Later studies—which were

larger, longer, and more complex—
showed positive effects for some but
not all risk factors. 

Time between discovery 
and dissemination must 
be decreased.

The overall experience indicates
that community-based programs to
reduce risks for cardiovascular disease
can influence behavior on a broad scale.
However, the optimal mix and
sequence of components warrant
more study. The characteristics of
communities that are most favorably
disposed to change should be exam-
ined. Programs need to be extended
to different regions and populations,

and the time between discovery and
dissemination must be decreased.

Community-based interventions are
crucial for reducing the risk of cardio-
vascular disease. Modifications recom-
mended by conference researchers to
improve community-based designs will
provide direction for studies and pro-
grams in community-based settings.

A full conference report will be
available August 1997 in a supplemen-
tal issue of Annals of Epidemiology.

Graphic Guides
Making HeartMemo more readable
will not take away from its scientific
integrity. It will be a more hands-on,
interactive tool with access to other
resources, special reports on NHLBI
news, and updates on important
research. 

The adept designers who estab-
lished new graphic standards for the
NHLBI are responsible for this revi-
talized publication. They have worked
to ensure that HeartMemo has a 
“visual voice”—a voice you will 
recognize with each issue, a voice you
will trust to lead you to the informa-
tion you want and need. Illustrations
highlight and expand the articles. 

The colors make the information
easier to find. Graphic representations

of information make complex infor-
mation more digestible. The new
design gently guides you through
HeartMemo. We highlight contents on
the front, and the graphics serve as a
map to where you want to go. The
sidebars will identify where you are
in the issue. Favorite sections will be
found in the same place each issue.

We know that you have deadlines
to beat, patients to care for, and chil-
dren to take to soccer practice. Your
time is precious. So we have worked
hard to make HeartMemo practical,
easy to read, and filled with the vital
information you need.

RSVP
HeartMemo has been redesigned in
response to reader suggestions, and it
will evolve in response to readers’
changing needs. Write me—tell me
what you think about the graphic

redesign and the content. Tell me
what you like, dislike, want, and
need. Be blunt, if you like. I know
you are busy, but if you have the time
or inclination, write me a letter. Send
your ideas for future issues, things you
hope we never do again, anything.
Just let me hear from you. Also, be
sure to resubscribe. 

Pamela E. Anderson
NHLBI Information Center
P.O. Box 30105
Bethesda, MD 20824-0105

HeartMemo Redesign
(continued from page 2)
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HeartScience

DIETARY APPROACH

STOPS HYPERTENSION

A low-fat diet that is high in vegeta-
bles, fruits, and low-fat dairy foods
significantly and quickly lowers blood
pressure, according to a national study
funded by the NHLBI.

The study examined the effect on
blood pressure of whole dietary 
patterns, rather than of individual
nutrients, in 459 adults with systolic
blood pressure of less than 160 mmHg
and diastolic blood pressure of 80 to
95 mmHg.

The effects of three diets were
compared, including a control diet
similar in nutrients to what many
Americans consume. The other two
diets, the fruit and vegetable diet and
the combination diet, both had 8 to
10 servings of fruits and vegetables.
The combination diet also had two to
three daily servings of low-fat dairy
foods. All three diets had 3 grams of
sodium. None of the diets was vege-
tarian or used specialty foods contain-
ing fat substitutes.

The combination diet produced the
largest reduction in blood pressures.
Two weeks into therapy, results were
seen in men, women, whites, and
minorities. Results were maintained
over the 8-week course of the trial.

The diet worked especially well 
for those with high blood pressure,
producing reductions similar to those
from single-drug therapy. It also
proved effective for people with high-
normal blood pressure, who are at a
substantial risk for hypertension.
Blood pressure reductions occurred

without changes in weight or reducing
consumption of alcohol or sodium.

The DASH diet (see page 25) added
to other lifestyle recommendations
should help prevent hypertension 
and reduce some persons’ need for
medication to control it.

Results of this study, which also
received support from the National
Center for Research Resources and 
the Office of Research on Minority
Health, were published in the New
England Journal of Medicine on April
17, 1997.

AGGRESSIVELY

LOWERING LDL
REDUCES PROGRESSION

OF ATHEROSCLEROSIS

FOR BYPASS PATIENTS

Lowering low-density lipoprotein
(LDL) cholesterol to below 100 mg/dL
slows the progression of atherosclero-
sis in the grafted vein, according to
NHLBI-funded scientists.

Like coronary arteries, vein grafts
also can become blocked with accu-
mulations of fat and cholesterol. The
Post Coronary Artery Bypass Graft
(Post CABG) study found that bypass
patients who were treated with high
doses of cholesterol drugs, achieving
greater reductions in their LDL 
cholesterol, had significantly fewer
grafts per patient that showed pro-
gression of atherosclerosis than did
patients treated with a moderate 
regimen. Findings from this study 
are consistent with other trials and
consistent with recommendations of
the National Cholesterol Education
Program.

The study was published in the
New England Journal of Medicine on
January 16, 1997.

DIGITALIS REDUCES

HOSPITALIZATION FOR

HEART FAILURE

Digitalis, one of the most commonly
used heart drugs, has no effect on
survival of heart failure patients but
eases symptoms, helping to keep
them out of the hospital.

The prevalence of heart failure,
which occurs when the heart loses its
ability to pump, has been increasing
in the United States. Hospitalization
is often required because of severe
symptoms, including difficulty in
breathing, swelling, and abnormal
heart rhythms. Digitalis helps the
heart pump by increasing the force
with which its muscle cells contract.

A recent NHLBI-supported study
of 6,800 men and women in 302
clinics in the United States and
Canada showed that patients on
digoxin had 6 percent fewer hospital-
izations than those on placebo.

“It is disappointing that digitalis
was not found to prolong survival,”
says Dr. Claude Lenfant, NHLBI
director, “but these results give doc-
tors important guidance about the
drug’s role in the treatment of heart
failure.”

The study was published in the
New England Journal of Medicine on
February 20, 1997.

EARLY SALT INTAKE

SHOWN TO AFFECT

HIGH BLOOD PRESSURE

Early sodium intake may have an
impact on blood pressure and could
influence whether high blood pressure
develops later in life, according to a
research team in the Netherlands.
They report that dietary levels of salt
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during formative months and years
appear to be “important determinants”
of blood pressure.

Researchers at Rotterdam’s Erasmus
University Medical School retested the
blood pressures of 167 children who,
as infants 15 years earlier, had been
in a trial to determine the effects of
sodium lowering on blood pressure
during the first 6 months of life. The
children who had been on a low-
sodium diet and who had lower blood
pressures at the end of the 6-month
study still had lower blood pressures
when reexamined 15 years later, com-
pared with children who had received
“normal” amounts of sodium.

The study is published in the April
1997 issue of Hypertension.

ANOTHER LOOK AT

ASPIRIN AND THE HEART

Hardened and narrowed arteries that
precipitate heart attacks and strokes
may be caused by inflammation in
blood vessel walls, according to a new
study by investigators at Brigham and
Women’s Hospital in Boston.

The study offers evidence that
aspirin’s usefulness in preventing
heart attacks and strokes is related to
its ability to reduce inflammation, not
to its ability to prevent blood clots, as
scientists have presumed.

This research does not dispute that
high cholesterol and other standard
risk factors contribute to the risk of
heart attacks and stroke but suggests 
that inflammation may exist before 
atherosclerosis and is involved in the
progression of heart disease.

Researchers measured C-reactive
protein—a marker for inflammation
—in 1,086 men. All subjects were
tracked for more than 8 years after
being randomized to receive aspirin
or a placebo. Baseline C-reactive 
protein levels were higher among the
men who later had a heart attack or

stroke than among those without 
vascular events. Aspirin reduced the
risk of a heart attack by 56 percent 
in men with high levels of C-reactive
protein but not at all in men who had
low levels.

The researchers suggest in an
interview published in the Washington
Post on April 3, 1997, that the “ebb
and flow of this inflammatory process
is as important as the cholesterol 

levels.” However, the researchers also
caution that C-reactive protein levels
are not perfect indicators of risk because
levels are normal or low in many 
people who later have heart attacks.
C-reactive protein levels also go up 
in response to many factors, such as
cigarette smoking.

The study was reported in the 
New England Journal of Medicine on
April 3, 1997.

HeartWorks 

GOING FOR THE GOLD

Leaders from the field of health 
promotion and education gathered in
April 1996 to debate the economic
value of their efforts and to examine
the costs and benefits of preventive
interventions.

The National Conference on Health
Promotion and Health Education,
“Going for the Gold: Economic
Dynamics of Health Education and
Health Promotion,” held in
Washington, DC, on April 26-28, 1996,
was the forum for these activities.

A full conference report is available
on the NHLBI Web site (http://www.
nhlbi.nih.gov/nhlbi/nhlbi.htm). The
report contains highlights of a num-
ber of presentations, including the
following: 

• “All That Is Gold Does Not
Glitter: The Economics of Health
Education and Health Promotion,”

keynote address by Dr. Kenneth
Warner, University of Michigan
School of Public Health;

• “Taking Advantage of Advanced
Communications Technologies for
Patient Education,” by Dr. Victor
J. Strecher, University of Michigan
Comprehensive Cancer Center;

• “Latino Community Alliance
Working for Heart Health:
Cardiovascular Disease Prevention
and Outreach Initiative,” by Dr.
Elmer Huerta, Washington Cancer
Institute, Washington Hospital
Center; and

• “Wringing the Chicken’s Neck:
Dollars and Sense and Health
Promotion,” by Dr. James S.
Marks, Centers for Disease
Control and Prevention.
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Heart Facts
3-Year Age-Adjusted Stroke Mortality* for Females by 
State: 1989-91

3-Year Age-Adjusted Stroke Mortality* for Males by 
State: 1989-91

Stroke Belt state

*Deaths per 100,000 population
Source: U.S. Vital Statistics, 1989-91.

*Deaths per 100,000 population
Source: U.S. Vital Statistics, 1989-91.                               Stroke Belt state
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CVD
CONFERENCE

SETS STAGE FOR NEXT

MILLENNIUM

If you are interested in heart health,
there is only one place to be next
February 19 through 21—The
Embarcadero Center, San Francisco.
The national conference, “Cardio-
vascular Health: Coming Together for
the 21st Century,” will draw health
care professionals from around the
country. In recognition of the NHLBI’s
50th anniversary, the opening session
will look at the progress made in
fighting cardiovascular disease (CVD)
over the past five decades. 

The closing plenary session will
suggest a collaborative strategy for
progress in cardiovascular health—a
blueprint for the next millennium.

The conference will also review
current knowledge and address signif-
icant global transformations that are
shaping responses to CVD. Members
of sponsoring organizations—NHLBI
and its education programs, the
California Cardiovascular Disease
Prevention Coalition, and the Cardio-
vascular Disease Outreach, Resources,
and Epidemiology (CORE) Program—
have joined representatives from
research, clinical practice, public
health, prevention programs, health
communications, and other multi-
disciplinary areas to design sessions
on reducing the risk of CVD and
improving the lives of Americans in
the next millennium. Dr. Stephen P.
Fortmann of the Stanford Center for
Research in Disease Prevention is
chair of the program planning 
committee.

Sessions are organized around
eight important cardiovascular health
topics. Each will be discussed in a
major session, and related smaller
sessions and workshops will add 
variety and depth to the program.
Invited speakers and abstract presen-
tations will expand on various aspects
of the eight major topics:

• Delivering Health—Changing
Systems, Changing Roles

• New Directions in Preventing 
and Treating Obesity and in
Promoting Physical Activity

• Communicating Cardiovascular
Health: People, Programs, and
Policies

• The Continuing Challenge of
High Blood Pressure Control in
the 21st Century

• Cholesterol Control: A Key to
Preventing Atherosclerosis in 
Our Time

• Coming Together for Heart-
Healthy Communities

• The Cardiovascular Health of
Women: Increased Awareness,
New Knowledge 

• New Directions in Managing
Multiple Risks

Potential presenters are invited to
submit material on a broad range of
issues.

The preliminary conference
brochure, which includes a call for
abstracts, a registration form, and
program highlights, has been mailed to
a large audience, including HeartMemo
subscribers. Conference information
and a printable registration form are
available on the NHLBI Home Page.

Select the icon for the NHLBI 50th
anniversary (see page 22 for more
information).

The University of California at 
San Francisco is maintaining details
of the program on a Web site:
http://cme.ucsf.edu/courses/
NHLBI.htm.

Electronic conferencing, via e-mail,
will be available. Electronic registrants
will receive transcripts of all major
presentations by e-mail shortly after
the conclusion of each session. They
will also be signed on to a private
electronic mailing list that will facili-
tate electronic discussions of issues
raised by the conference speakers.

Conference sponsors will provide a
satellite uplink for the first half-day
of the meeting. Organizations with
access to a viewing facility can host 
a videoconference for local health
professionals or customize a video-
conference by adding local learning
opportunities and networking at
their site.

If you are interested in hosting a
downlink site, send an e-mail to Mr.
Keith Hewitt, NHLBI, by September
1, 1997 (khewitt@gwgate.nhlbi.
nih.gov). Describe your facility, the
estimated audience size for the event,
and any other details about what you
are planning.

Additional copies of the brochure
can be obtained from Mr. Greg
Oliva, Conference Planning Manager,
CORE Program, California Depart-
ment of Health Services, Mail Station
725, P.O. Box 942732, Sacramento,
CA 94234-7320; e-mail
goliva@hw1.cahwnet.gov.

Mark Your 
Calendar



New items are being added to the
NHLBI Web site all the time. For
instance, take a look at these new
items:

• Each NHLBI education program
has its own Web site on the
NHLBI Web pages. From the
NHLBI home page, select “Other
NHLBI Components.” Then,
select Office of Prevention,
Education, and Control to see the
menu of information.

• The current list of publications is
available by selecting “Educational
Materials Catalog” from the
NHLBI home page under
“Health-Related Information.”

• Special information on the
NHLBI 50th anniversary can be
seen by selecting the new icon on
the NHLBI home page.

• The full text (Spanish and English)
of eight easy-to-read brochures 
on heart health is available by
selecting “Other Cardiovascular
Information” from the NHLBI
home page. Then select “Patient/
General Public.” Scroll through
the list that appears until you see
the listing for the brochures. 

• A full report of the Stroke Belt
Initiative is available through the
NHLBI home page.

• As HeartMemo was going to press,
the new Web site for the NHLBI
Information Center was under
construction. 

In response to your requests, 
following is a list of interesting Web
sites that have come to our attention.
We neither make claims regarding
content nor are responsible for 
content. You are urged to use the
standard precautions when accessing
information from electronic sources.
When you discover other sites that
may be of interest to your colleagues,
let us know about them.

Net Medicine
www.netmedicine.com
This searchable, manually indexed
database of
medical Web
sites has video
resources,
CME credits,
MRI scans,
free MED-
LINE access,
and links to
patient educa-
tion materials.

Health
Communication
Resources/Emerson
College and Tufts
University School of
Medicine
www.emerson.edu/acadepts
/cs/healthcom/resources/home
This site offers a primer on the role of
communication in disease prevention
and health promotion and on models,
theories, and practices of communica-
tion. It also features a public health
campaign and other links.

Obesity and Weight
Control
www.weight.com
A private physician, Dr. Michael D.
Myers, discusses obesity issues 
including drug therapy, dietary
options, eating disorders, and fre-
quently asked questions.

American Heart Association
www.amhrt.org
This is the official Web site for the
American Heart Association. It 
contains comprehensive information

for patients and health care profes-
sionals, including a heart and stroke
guide, as well as search capabilities.

National Stroke
Association: Stroke
Center Network
www.stroke.org
This site offers opportunities for alli-
ances among clinicians, researchers,
and health professionals focused on
education, support, and collaboration
within communities. It gives directions
for joining the program and discusses
how to decrease stroke morbidity and
mortality through available commu-
nity facilities.
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The NHLBI home page can be accessed easily 
through the NIH home page using 

www.nih.gov. 

Then select “Institutes” and choose NHLBI. 
For direct access, use 

www.nhlbi.nih.gov/nhlbi/nhlbi.htm. 

N H L B I  H O M E P A G E

HeartNet



BEGIN HEALTHY

TRADITIONS
Three new cooking videos in the
“Healthy Traditions Cooking Series”
are available from the FoodWise
Project of the Contra Costa County
Community Wellness and Prevention
Program. In each of the videos—The
Flavors of Mexico, Asia, and African
America—chefs are featured who
show how to shop for and cook 
traditional recipes from the different
cultures. Fat-reducing tips are shown,
such as removing the skin and fat
from chicken and using applesauce
instead of oil in baked goods. Each
30-minute video costs $12 and comes
with reproducible recipes and a
brochure with the nutritional content
of each dish. All three programs are
available on one 90-minute video for
$20. To order, contact Community
Wellness and Prevention Program,
597 Center Avenue, Suite 115,
Martinez, CA 04553; telephone 
(510) 313-6808.

TIME FOR A HEART

TO HEART
The Alliance for Aging Research and
the National Council on the Aging 
have developed 
a free kit—“Is 
It Time for a 
Heart to 
Heart?”—for 
groups interested in 
educating older adults about conges-
tive heart failure (CHF). 

The kit includes a leader’s guide
with instructions for conducting an
educational program on CHF, a 15-
minute video, easy-to-read consumer
brochures, and an advertising poster.

To order, contact Alliance for
Aging Research, 2021 K Street, NW,
Suite 305, Washington, DC 20006;
telephone (202) 293-2856.

EVEN A LITTLE BIT

LESS IS BETTER
The Center for Science in the Public
Interest (CSPI), a nonprofit organi-
zation “dedicated to improving the
public’s health,” is spearheading a new
campaign to reduce the consumption
of saturated fat. The 1% or Less
Campaign encourages adults and
children over 2 years old to switch
from whole or 2% milk to 1% or
skim milk. This small change signifi-
cantly reduces saturated fat with no
decrease in the amount of protein,
calcium, or vitamins.

Determining which items are really
low in fat will soon be easier. By
January 1998, labels of milk cartons
will change: 2% milk will be renamed
“reduced-fat,” 1% will keep the 
designation of “low-fat,” and skim
milk may be called “fat-free.” New
labeling regulations, recently passed
by Congress, will also apply to cottage
cheese and sour cream but not to
yogurt. The CSPI hopes that the
labeling change will result in better
informed consumers and an increase
in the consumption of skim milk and
1% milk.

To help community and State
organizations implement 1% or Less
Campaigns, the CSPI has published
A First Step Toward Healthy Eating:
The 1% or Less Handbook, which com-
prehensively describes how to plan,
implement, and evaluate a community-
wide health education campaign.

It has 300 pages of model letters,
handouts, camera-ready logos, 
advertisements, fact sheets, milk
taste-test protocols, evaluation 
forms, press releases, and other tested
materials to help jumpstart cam-
paigns and enable organizations to
focus on implementation. 

For more information or to join
the effort, contact the CSPI, 1875
Connecticut Avenue, NW, Suite 300,
Washington, DC 20009; telephone
(202) 332-9110; e-mail
mwootan@essential.org.

HEALTH LITERACY

PROJECT
The Health Promotion Council of
Southeastern Pennsylvania publishes
many materials designed for low-
literacy audiences. New high blood
pressure materials include You May
Have It and Not Know It and Take Your
Blood Pressure at Home. Materials on
stress, diet, exercise, and smoking are
also available.

New materials written in English
and Spanish include Living With
Diabetes (Viviendo Con Diabetes) and
several diabetes nutrition guides. For
ordering information, contact the
Health Promotion Council of
Southeastern Pennsylvania, Inc., 
311 South Juniper Street, Suite 308,
Philadelphia, PA 19107-5803; 
telephone (215) 546-1276; 
e-mail hlphpc@libertynet.org.
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HeartSources
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Fact Sheet: Restless Legs Syndrome
(RLS). Another sleep 
disorder, RLS is characterized by
unpleasant sensations in the legs,
described as creeping, tingling, or
pulling. These sensations usually
occur in the calf but have been

reported along the entire leg. People
who have RLS have trouble falling
and staying asleep. This 4-page 
fact sheet reviews causes, diagnoses,
and treatments. (NIH Publication
No. 96-3645)

Fact Sheet: Narcolepsy. A chronic
sleep disorder with no known cause,
narcolepsy is characterized by exces-
sive and overwhelming daytime
sleepiness, even after adequate night-
time sleep. This 4-page fact sheet
explains basic information, symptoms,
who is at risk, and treatments and
offers advice on how to cope with this
unusual disorder. (NIH Publication
No. 96-3649)

Fact Sheet: Sickle Cell Anemia. This
new fact sheet reviews this inherited
blood disorder characterized by
chronic anemia and episodes of pain.
Caused by a hemoglobin gene muta-
tion that developed centuries ago,
sickle cell anemia occurs in 1 out of
12 African Americans. This 6-page
fact sheet describes the causes and
symptoms of this condition, how it is
detected, how it is treated, and how
to cope with the diagnosis. (NIH
Publication No. 96-4057)

Controlling High Blood Pressure: A
Woman’s Guide. More than 50 million
Americans have high blood pressure,
including more than half of women
over the age of 60. This 17-page
guide explains how high blood pres-
sure affects health and tells how high
blood pressure can be prevented with
simple lifestyle changes and con-
trolled with lifestyle changes or med-
ication, if needed. Information on
commonly used medications as well
as a handy table that lists the generic
names of high blood pressure medica-
tions are included. A chart is provided
for recording blood pressure readings.
(Order No. 55-820)

H
EA

R
TM

EM
O

SU
M

M
ER

 1
99

7

24

C A T A L O G U P D A T E

Not only is HeartMemo new and

improved, but the National Heart,

Lung, and Blood Institute

Educational Materials Catalog is

being redesigned, too. Two versions

of the catalog will be published:

one for professionals and one for

the general public. Each contains

complete descriptions of publica-

tions available from the NHLBI

Information Center. The catalog 

for professionals contains listings

of all available publications and

prices for bulk quantities of the

public education publications. It

will be mailed to all HeartMemo

subscribers in late summer. The 

catalog for the public has listings

of specific publications and will be

mailed to individuals who contact

the center for information.

In the catalog, you will notice that

a “cost-recovery fee” is applied to

most products. This means that

publications will have a minimal

cost. In the face of increased print-

ing costs, this small charge is

essential to ensure that the publi-

cations you want and need are

always available. Quantities will

not be restricted—large quantities

of in-print publications will be

readily available—you can get as

many as you need. When popular

items run out, the fees will be

used to print more of the most

popular publications. 

Electronic versions of many NHLBI

publications are now available on

the NHLBI Web site. You can view

them online or download them for

printing or future reference.

New at the NHLBI Information Center
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N H L B I P U B L I C A T I O N S O R D E R F O R M

WEST VIRGINIA RURAL

HEALTH EDUCATION

PARTNERSHIPS

Working with grants from the Gover-
nor’s Office and the W.K. Kellogg
Foundation, the West Virginia Rural
Health Education Partnerships pro-
gram places health care education
students in all disciplines on rural
rotation throughout the State. The
program is a cooperative effort among
the three health care education insti-
tutions and several rural clinics and
hospitals in West Virginia to improve
the quality of rural health education
and delivery and to retain health care
education graduates. For more infor-
mation, view the Web site at

http://ruralnet.marshall.edu/wvrhep/
wvrhep.htm. 

ROBERT WOOD

JOHNSON FOUNDATION

AWARDS GRANT TO

WISCONSIN AHEC
SYSTEM

The Robert Wood Johnson Founda-
tion has awarded the Wisconsin Area
Health Education Center (AHEC)
System a $200,000 planning grant to
increase the supply and distribution
of nurse practitioners, certified nurse-
midwives, and physician assistants in
underserved areas.

The new initiative, “Partnerships
for Training,” will develop partnerships
between educational institutions,

public and private agencies, and
employers of health professionals to
develop community sites that will
allow students to be trained in these
professions while residing in their
home communities. 

The 15-month planning phase will
be guided by an advisory panel of
community-based faculty, community
leaders, and academic employers. The
Wisconsin AHEC System is a part-
nership between the University of
Wisconsin Medical School in Madison
and the Medical College of Wisconsin
in Milwaukee and is 1 of only 12 
consortia in the United States to win
funding from a nationwide competitive
process. For more information, con-
tact Ms. Barbara L. Nichols, Project
Director, Wisconsin AHEC System;
telephone (608) 263-2126.

Send to:
Name ___________________________________________________________________________________________
Organization ______________________________________________________________________________________
Address __________________________________________________________________________________________
__________________________________________________________________________________________________
City _____________________________________________ State ___________________ Zip _____________________
Telephone ____________________________________________________ Date _________________________________

Orders for 10 or fewer total items are sent free. A $10 shipping and handling fee is added 
to orders totaling 11 or more copies of a single publication or combination of publications.

Please send me: (Use an additional sheet if necessary)

Send your order, and if applicable, a check or money order for the handling to:
NHLBI Information Center
P.O. Box 30105
Bethesda, MD 20824-0105
The Information Center can also be reached by phone at (301) 251-1222 or by fax at (301) 251-1223.

Quantity Publication Number Title

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
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S U B S C R I B E R R E G I S T R A T I O N

The National Heart, Lung, and Blood Institute Information Center is updating its mailing list. If you would like to contin-
ue to receive information, such as HeartMemo, you must complete this form and return it by July 25, 1997. If we do not
receive your information by July 25, 1997, we will assume you do not wish to be included in future mailings.

❒ Yes, I would like to continue receiving HeartMemo.

To help us better understand your work setting and information needs, please check off the appropriate boxes below.

Professional Area (Select one category that best matches your current activity.)

NO POSTAGE
NECESSARY

IF MAILED
IN THE

UNITED STATES

❒ Physician

❒ Nurse

❒ Dietitian/Nutritionist

❒ Pharmacist

❒ Health Educator

❒ Health Planner/Researcher

❒ Health Administrator

❒ Health Communicator

❒ EMT Professional

❒ Allied Health Therapist/Technician

❒ Fitness/Recreation Specialist

❒ Librarian/Information Specialist

❒ Teacher/Professor

❒ Government Official

❒ Other ____________________

Interest Area (Choose all categories that apply.)

❒ Cardiovascular Disease

❒ Obesity/Physical Activity

❒ Heart Attack

❒ Pulmonary Disorders

❒ Sleep Disorders

❒ Cardiovascular Disease in Women

❒ Cardiovascular Disease in
Minority Populations

Name __________________________________________________________________________________________

Address _________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

City/State/Zip ____________________________________________________________________________________

Telephone ______________________________ Internet Address ____________________________________________

NOTE: Occasionally we make our mailing lists available to responsible organizations whose information may interest you. 
If you prefer not to receive their mailings, please check the box.  ❒

TO REMAIN ON THE NHLBI INFORMATION CENTER MAILING LIST, YOU MUST RETURN THIS FORM BY JULY 25, 1997.

Please fold, tape, and mail.

BUSINESS REPLY MAIL
FIRST CLASS   PERMIT NO. 13157   WASHINGTON, DC
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U.S. DEPT. OF HEALTH AND HUMAN SERVICES

NATIONAL INSTITUTES OF HEALTH, PHS, DHHS
NATIONAL HEART, LUNG, AND BLOOD INSTITUTE
OFFICE OF PREVENTION, EDUCATION, AND CONTROL
BUILDING 31, ROOM 4A21
31 CENTER DRIVE, MSC 2480
BETHESDA, MD 20814-9692



HeartMemo is a National Heart, Lung, and Blood

Institute (NHLBI) publication for health profes-

sionals working in disciplines and settings related

to cardiovascular health. HeartMemo reports on

the activities of the NHLBI’s national education

programs, projects, initiatives, and research

advances and on other news of interest to the

field. Readers are urged to submit information

regarding current treatment and prevention activ-

ities as well as research findings and activities.
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For a free subscription, or to submit change 

of address information, or to order additional

copies of HeartMemo, contact the NHLBI

Information Center, P.O. Box 30105, Bethesda,

MD 20824-0105; fax (301) 251-1223.
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